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TRICARE Enrolilment Fee Allotment Authorization

Please type or print all entries.

Sponsor Name: Last First M.I. Sponsor SSN or DBN

Home Address: Street Apt. No. City State ZIP Code

Indicate below the action you wish to take for the allotment process.
Please mark one of the four boxes and complete the requested information.

|:| Please Start a monthly allotment to UnitedHealthcare Military & Veterans (UnitedHealthcare) from my military retirement pay
for TRICARE Prime® enroliment fees for the TRICARE West Region. (When starting an allotment, you must make a one-time
quarterly payment while your allotment is set up.)

I have enclosed a payment (personal check, cashier's check, traveler's check, money order or credit card, i.e., Visa®/MasterCard®/
Discover®) for the three-month payment of TRICARE Prime enrollment fees payable to UnitedHealthcare Military & Veterans. | understand
that this payment is waived when transferring from another region and an allotment has already been set up in that region.

Please charge my card for the three-month payment. Card type (check one): [ Visa® O MasterCard® [1 Discover®

Card Number Exp. / Verification Code __

Card Billing Address Today'’s Date
City State Zip

|:| Please Transfer my existing monthly allotment from the (check one): [J North Region [0 South Region
No three-month payment is required. Please select this option ONLY if an allotment has already been set up in the prior region.

|:| Please Change my existing monthly allotment to UnitedHealthcare effective (MM/YY) / from:
O Individual to Family [0 Family to Individual

|:| Please Stop my existing allotment to UnitedHealthcare effective (MM/YY) /

| hereby authorize this requested action to be taken by UnitedHealthcare. | understand that it will remain in effect
until | request in writing that it be changed or stopped. As a courtesy to me, | authorize UnitedHealthcare to stop
this allotment at a future date if | become disenrolled from the TRICARE West Region for any reason, including
transferring my enrollment to a different TRICARE region.

Sponsor Signature (Required): Date:

UnitedHealthcare will attempt to start the allotment from your military retirement pay by the next payment due date. You will
be notified by UnitedHealthcare to make alternative payment arrangements if the allotment from your military retirement pay
could not be started by this date. Allotments are only authorized from military retirement pay received from either: DFAS,
Coast Guard, or U.S. Public Health Service. Other payments received (such as VA Benefits, Survivor Benefits or Combat
Related Compensation) are not eligible.

If completing this authorization as part of your Enrollment Form, please include with the Enroliment Form.

PI let . d il thi TRICARE West Region
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Atlanta, GA 30348-5492
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